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A giant femoral artery pseudoaneurysm in an infant boy
Ui-Jun Park, MD, Young-Nam Rho, MD, Woo-Sung Yun, MD, and Young-Wook Kim, MD, Seoul,
KoreaA 5.5-month-old boy with no abnormal perinatal or recent history of
fever or bruising presented with an enlarging, tender mass over the left
medial thigh (Cover). There was no history of antecedent trauma except
a fall from the edge of the bed 6 weeks before admission.
A lower extremity computed tomography angiogram (CTA, Aquilion
64, Toshiba Medical System, Japan) performed at another institution 1 day
earlier showed an aneurysmal sac adjacent to the left superficial femoral artery
that was partially thrombosed (A). CTA and echocardiogram showed no
other aneurysms were present in the abdomen, extremities, carotid, or
coronary arteries.
DISCUSSION
True or false aneurysms of the peripheral arteries are very rare in
infants. Congenital vascular malformations,1 arterial infections,2 or con-
nective tissue defects such as kinky hair syndrome3 should be suspected in
the differential diagnosis.
Treatment options for infants with lower extremity arterial aneurysms
include arterial reconstruction or ligation according to the etiology of the
aneurysm, conduit availability, status of normal proximal and distal vessels,
and risk of distal ischemia after arterial ligation. In determining the conduit
for arterial reconstruction, the small caliber of infant arteries and immature
texture of the autogenous vein limit the use of both autogenous vein and
prosthetic grafts in this age group. When arterial ligation is considered as a
treatment of aneurysm, risk of distal limb ischemia and late development of
retarded limb growth should be considered.
In this patient, we performed superficial femoral artery reconstruction
with an ABO blood type-matched cryopreserved internal mammary artery
allograft harvested from an adult patient during coronary artery bypass
grafting (B). After surgery, there followed no evidence of limb ischemia for 4
months, although the graft occluded at 3 months after implantation. The patient is being monitored for limb growth and
development of aneurysms at other sites.
If the underlying etiology of the aneurysm is infection or congenital vascular malformation, later development of
aneurysms at other sites can occur, and long-term follow-up is important.
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